dyskinesia. The adverse reactions have been classified according to whether they occur on starting therapy or during long-term therapy. Psychiatric side effects are known to occur during long-term therapy in patients with parkinsonism'. Two previous reports have described psychiatric side effects in patients without parkinsonism. In one patient with a pituitary adenoma, the clinical presentation differed from that in our patient and consisted of a schizophreniform picture typical of bromocriptinerelated psychosis2. In a study of the response to bromocriptine in bipolar and unipolar depression3, all the bipolar patients improved within the first week; however, one absconded while in a mild manic phase and a second developed frank manic symptoms. These patients therefore belonged to the bipolar III category of Klerman4 -a bipolar disorder induced by treatment of a depressive syndrome. Though formerly suggested as a treatment for mania5, bromocriptine was found in a double-blind trial to have no demonstrable effect6, which would be expected since it is dopamine-blocking agents that are effective in mania.
It may be no coincidence that the patient described is a young woman. In women oestrogens sensitize dopaminergic neurons and women seem more sensitive to dopamine-blockers7. Moreover, an agerelated decline in dopamine receptors has been demonstrated, which is more rapid for men than 8 women General practitioners and midwives should be aware of the risks of psychiatric side effects of bromocriptine therapy so that the possible harmful consequences might be prevented. References 
Changes in expectation
The main change with which Mr Steer was concerned was in the expectations of the users of the maternity services. To illustrate this he considered the entries in the birth register belonging to the midwife who had delivered his own mother (at home), made at the time when the national perinatal mortality rate (PNMR) was 37/1000. He felt his mother's reaction to the number ofstillborn babies, born to women known to her, was typical of her generation when such things were accepted as facts. of life and no one thought to apportion blame. Women giving birth in 1985, when the PNMR was 9.6/1000, had a much greater expectation of a live, healthy child and were much more likely to look for someone to blame if the outcome was not optimal. A PNMR of9.6/1000 meant that one in every hundred couples lost their baby after 24-28 weeks gestation, affecting a total of 680 couples in 1985.
The person most likely to be blamed for an adverse outcome was, in his experience, the obstetrician. However, he quoted several studies' 4 demonstrating that mental or physical impairment in children was far more likely to be caused by chromosomal anomalies, inborn errors of metabolism, intrauterine growth retardation and infections (which in turn were correlated with low socioeconomic status, hypertension, preterm deliveries, antepartum haemorrhage, etc.) than by events at the time ofbirth. Perinatal events had accounted for between 8-15% of babies in these studies who were-severely mentally 0141-0768/87/ 060388-05/$02.00/0
The Royal Society of Medicine retarded, excluding cerebral palsy. Despite the strong association between cerebral palsy and perinatal events (e.g. fetal tachycardia, delayed onset of respiration and the need for resuscitation) many babies (50-75%) showed no evidence of asphyxia at birth; conversely, the majority of babies with these risk factors had no subsequent evidence ofneurological dysfunction. In spite of these studies there was a persistent tendency, even on the part of other professionals, to blame mental handicap on intrapartum events.
Consequences of litigation
Mr Steer said that it was increasingly the case that obstetricians were also blamed for sins of omission if a baby was born dead or damaged. He related an incident in which a colleague had declined to induce labour at the request of a woman who, although her estimated delivery date was uncertain, felt she was overdue. (She had booked late and a-scan suggested 36 weeks gestation.) But as the pregnancy appeared normal and in view of her three previous uncomplicated deliveries of normal-weight infants, it seemed safer to await the spontaneous onset oflabour than to risk delivering a premature infant; the reasons for this decision were explained to her carefully and in detail. The infant died in utero some days later and the woman blamed the obstetrician, although at delivery there was no obvious cause for the stillbirth. Mr Steer felt that it was unsurprising if his colleague's first reaction was to conclude that an interventionist policy might be more self-protective in future.
The situation in the UK was not yet as bad as that in the USA, described in a letter read to the Forum from the Director ofthe Division of Maternal and Fetal Medicine at the Beth Israel Hospital, Massachusetts. There the huge increase in litigation had resulted in ever higher malpractice insurance premiums. As a consequence of the latest increase to $56 000 per year, many orthopaedic surgeons and obstetricians were refusing to accept new patients. However, even in the UK the Medical Defence Union subscriptions were approaching £350 per year; not only was Mr Steer currently being sued, but a considerable number of his professional colleagues in obstetrics were in a similar situation. The practical consequences of this heightened fear of litigation were that labour ward staff were sometimes prone to overreact to minor abnormalities and resort more readily to the use of caesarean section, thus making recruitment into the specialty of obstetrics more difficult.
In conclusion he suggested, tongue-in-cheek, that the cheapest solution in the short-term would be to use monitoring less frequently, because staff could not overreact to problems of which they were unaware. A better long-term solution would be to train midwives to a higher level and give them more responsibility. However, midwives might then find their own malpractice insurance premium rising. More seriously, his ideal solution would be an increase in the number of experienced trained staff on labour wards, rather than a decrease in the amount of monitoring.
The effect of labour on a woman's self-esteem The second speaker, Janet Hickey (a parent), described the care in labour that she had received at the birth of her three sons. She felt that she, like so many 'first-time' mothers, had had little understanding of the fundamental, emotional experience inherent in labour and of the fact that the nature of the labour often governed the early relationship with the child. She maintained that the memory of each labour remained with a woman for the rest ofher life.
Her own first labour was induced at 38 weeks because of hypertension. She described it as a nightmare, dominated by pain and taken out ofher control. She and the medical staff were taken by surprise at the rapidity of it and she felt that she had lost confidence not only in herself but in them. Mrs Wendy Savage's recent words (Guardian, 20 February 1986): 'To go through the process of labour and to keep in control of it, is a very important part of a woman's self-esteem', had struck deep chords in her, for her own perceived loss of control was fundamental to the prolonged sense of failure that she felt.
Faced in the second pregnancy with the prospect of another induction, she had an elective epidural in an attempt to purge the memory of the pain and make a controlled contribution to the birth of her child. The epidural had worn off by the second stage, and this happy birth did go some way towards improving her self-esteem.
However, her third labour, which completed the process, was qualitatively different from the other two. First, despite her hypertension, her wish to go into labour spontaneously was respected and encouraged so that she felt that she was 'doing' rather-than being 'done to'. Secondly, she was cared for in labour by a midwife she had got to know and trust during her pregnancy. Such a relationship allowed the attendant to react sensitively to the labouring woman's needs, even if those needs were unspoken.
Being able-to share such an intimate and important life experience with a trusted midwife created a very special bond between them, and the quality of the support she received, in an atmosphere where it was expected that all -would go well, enabled her to emerge with her self-esteem restored. She had not only had continuous care during her labour from the same midwife, but she had also had a greater degree of privacy. A further element of 'control' was the ability to be mobile throughout the labour, rather than being confined to the horizontal. Overall, the emotional significance and repercussions of the labour were, in her opinion, greatly underestimated. The day on which a woman gave birth was far more than just another 24 hours in her life.
Holistic view of labour Mary McNabb (Midwife at the London Hospital) then examined how the care women receive in labour is influenced by the way in which both 'women' and 'labour' are perceived by those giming the care. She felt it was very difficult for those who took a mechanical, reductionist view of the physiology of parturition to understand that labour was a process, not an event. She stressed, citing Kloosterman and Hendricks5, that many changes have-taken place in a woman's body over some considerable time in order to prepare her for giving birth, and that labouritself might more usefully be regarded as an acceleration phase ofthis process, rather than an event beginning at some precise moment in time. This view of labour acknowledged that changes could be induced by alterations in the pregnant woman's environment.
Both animal6'7 and human"-10 studies have shown that the pregnant uterus could be profoundly affected by stress.
Professionals taking the reductionist view were also likely to consider one aspect of labour in isolation, with little regard for the possible repercussions of intervention. The 1970s saw a dramatic increase in the number of labours that were induced. The object of induction was to make the uterus contract and dilate the cervix, but this exposed mother and baby to other hazards: artificial rupture of membranes exerted greater extremes of compression/ decompression on the fetal head' 1; administering intravenous fluids, particularly dextrose, to the mother sometimes caused water intoxication and neonatal hypoglycaemia 2 14; the use of electronic fetal monitoring recording the response ofthe baby's heart to pharmacologically energized contractions increased the likelihood of caesarean section15. Evidence later became available to demonstrate the morbidity associated with induction procedures16'17 and rates began to decline.
A mechanistic approach was then applied to the 'normal' rate of progress in labour as defined by Friedman's curve, and acceleration was the 'cure' for any 'abnormal' labour straying from the narrowly defined concept of normality.
Failure to consider labour as a whole has led to much time and effort being put into studies whose conclusions have little value. She quoted a study attempting to investigate the relationship between the length of the second stage and fetal distress which had overlooked the fact that all the women were routinely delivered in a supine position; and another, endeavouring to assess the value of ambulation in relation to the length oflabour, apparently disregarded the effect of emotional well-being and support.
Concluding, Ms McNabb felt that many professionals had a lot tolearn from the Dutch approach to birth which tended -to consider the labouring woman as a -person, and regarded the process of normal labour as one which could not be improved upon by obstetric intervention.
Physical atd emotional consequences ofcare in labour The Forum was given another subjective account of care in labour by Jane Metcalfe (a parent), comparing and contrasting the births of her two children. She described herself as having been emotionally unprepared for the birth of her first child, despite having attended her hospital's antenatal classes.
There had been insufficient opportunity for discussion about the variations in the patterns of labour and, worse still, the labour ward policies had been different from those she had been led to expect, and she consequently became frightened and defensive when-she arrived there in labour.-She described the doctor in the ward as an arrogant woman who made her feel a nuisance when she attempted to question her. Her care in general had made her feel that she had no value ag an individual, and she evidently still felt angry towards those who had minimized the 'most profoundly important event of my life' and 'cheated me out ofmy rightful experience', when her baby was delivered by caesarean-section (for fetal distress). At one point in her labour, with 'tubes and wires everywhere', she was so overwhelmed with pain that she felt part of herself slipping away, as -she mentally retreated from an intolerable situation.
This sense of loss persisted for two years after the birth. The circumstances ofthe delivery deprived her of any confidence in herself as a birth giver, and left her feeling that she was not' the person she had thought she was.
What finally restored her self-esteem was the care received during her next pregnancy, when she was able to-get to know her midwife over six months. She felt that at last she could talk to someone who was not only willing and able to understand, but who cared enough about her as an individual to commit herself to being present for her delivery. The self-confidence built up during pregnancy was maintained by the calm reassuring presence during libour of the midwife that she knew and trusted. With the drug-free, spontaneous delivery ofher second child, that which she had 'lost' during her first labour was restored, and she felt confident in her ability to function as a woman. Even unwelcome developments in labour could be acceptable ifthe woman trusted her midwife to make decisions in her best interests and those of her child. The best way to establish this would be to provide all women with continuity ofcare.
Litigation
During the discussion members ofthe Forum took up Mr Steer's observations on the subject oflitigation. It was suggested that litigation was not primarily a question of 'conflict of expectation' but a reflection on the quality ofthe relationship between the mother and her care-giver. Patients in general tended to sue only when the relationship jhad broken down and the doctor either took all control and decision-making out ofthe hands ofwomen against their will, or made promises that he failed to keep. ('Those who play God should not be surprised ifthey get blamed for natural disasters.') Mothers tended not to sue midwives because they generally had cause to feel that themidwives were on their side. There was thus no reason to believe that, if midwives assumed more responsibility for the mother's care, they would simply 'step into the shoes of the obstetricians', as Mr Steer had suggested. Further, while it was accepted that a pregnant woman could not dictate what an obstetrician should do, it was likely that an adequate explanation to the woman of the reasons for not acceding to her request could often ayoid the sort of problems that had befallen Mr Steer's colleague (although in the example he gave, it had not).
An economist present pointed out that one of the reasons why parenxi were resorting to litigation was that they were not compensated adequately by society for having a handicapped child, and had few other ways of obtaining the extra money required to support them.
Mtdwives' training
Others reacted angrily to-Mr Steer's suggestion that midwives (and hence their clients) would benefit from increased training, suggesting that he displayed a lack ofunderstanding, shared by maniy obstetricians, as to the real nature of the training and role of the midwife. Midwives were women who were 'with women'; they had no desire to be 'mini-obstetricians' or 'obstetric nurses', as-was currently the case for so many.
Duly noting Mr Steer's observation that obstetricians were not responsible for the majority of 'brain-damaged' babies, a representative from AIMS nevertheless drew attention back to the facts illustrated by the two parent speakers: emotional problems following childbirth, which were a form of 'damage', could often be laid at the obstetrician's door, the most obvious form of prophylaxis was to provide for all women the kind ofcare that the parent speakers had finally enjoyed. Mr Steer agreed that this form of care-was ideal, but thought it a less costefficient use of midwives and probably very much more expensive than the current system. There would be difficulties in obtaining funding for the extra midwives needed in the present economic climate. This was countered by another Forum member who commented that there was now one midwife for every 23.5 deliveries/year, a very small number compared with the 1950s when a midwife did 150 deliveries per year. She felt it was not a question of more resources, but of making better use of the resources already available. This would include using midwives properly and not wasting their time with 'assembly line' work, a change which might encourage more qualified midwives to stay in the profession. The way that resources were used to provide midwifery services was to a considerable degree dictated by rules and regulations laid down by the governing bodies. If more flexibility was introduced, more money might be 'released' for other areas.
Delivery in the community One GP obstetrician recalled midwifery practice in his area 30 years ago when the district midwife did 40% of her deliveries at home. She worked 'around the clock' and everybody knew who she was. He regretted the current situation where midwives worked 10 days out of 14 and would have a day 'off' if they had been up all night, regardless ofwhether one of their 'own' women went into labour. He felt this was why they were delivering 23 rather than 150 women per year and why they were losing confidence. Another GP obstetrician, 'overwhelmed with requests for home deliveries' in London, also regretted that community midwives did not stay on call for all 'their' women; it made a great deal of difference both to the women, and to himself, whether the midwife providing the labour care was the one that the women knew well.
Others noted that the move towards 100% hospital confinement had the effect of demoralizing women, midwives and general practitioners. The system encouraged many women to feel that childbirth was inevitably pathological, and the much smaller number delivering outside consultant units reduced the opportunity for both the GP and midwife to maintain their skills and confidence.
It was quite clear, however, from a recent review of studies comparing widwife/GP care (low-technology care) with specialist (high-technology) care, that the outcomes for all mothers and babies (except babies of very low birthweight) were better if they received their care from midwives and GPs18. That being so, more attention should perhaps be paid to providing rather more midwifery care and rather less specialist care in the future.
Reorganization of midwifery
Mr Steer expressed some doubt that midwives were willing to work the sort ofhours necessary to provide a service which required a 24-hour-a-day, 7-day-aweek commitment. It was suggested to him that it would be quite realistic to propose that the 75% of women with normal pregnancies could be cared for in the community by midwives, and the other 25% could be cared for in hospital; in both cases the midwives could work in teams, with a maximum number of bookings per year. It was thought possible that Mr Steer's pessimism stemmed from his lack of contact with midwives who were not prepared to be mere 'obstetric nurses', and were anxious to assume the responsibility for which they had been trained. This would include giving women the continuity of care that they valued so highly, and their rightful share of responsibility for their pregnancy. Working in small teams would provide midwives with much-needed mutual peer group support, so that problems and anxieties could be discussed in an atmosphere that would restore the confidence that so many midwives appeared to have lost. Caroline Fliiit, the meeting's Chairman, said that she had been amazed and delighted by the amount of love and support that the midwives working in her know-your-midwife scheme at St George's had given each other. Midwives who felt themselves to be supported and cherished were much more able to support and cherish the women in their care.
Case notes Mr Steer's unfortunate experiences with a policy that gave women their own case notes, such as loss or refusal to surrender, had not been shared by either of the two large studies that had been done in London and Newbury. For ten years, pregnant women attending St Thomas's Hospital, London, had carried their own notes, and no one had ever lost notes (which was not true of the hospital records department). The Newbury study confirmed this finding. Giving women their own notes increased their sense of control and also saved a considerable amount of time and money.
Public awareness ofmidwives It was apparent to the Midwives Information and Resource Service (MIDIRS), who provide a clipping service on all aspects of midwifery, that many people were still unaware of the difference between a nurse and a midwife; midwives seemed to be invisible. It was considered necessary, therefore, to prepare the ground for the reorganization ofmidwifery by raising the nation's consciousness as to the service that midwives could and. currently did provide, Both MIDIRS and the Royal College of Midwives were in the process of doing just that. Lectins are receptor proteins of non-immunological origin derived either from plants, usually their seeds, or from animals. They are capable of specific recognition and reversible binding, usually to carbohydrate residues, without altering the structure of the glycosyl ligands. Dr G W G Bird, from the Blood Group Reference Laboratory in Oxford, explained how lectins were discovered by their capacity to aglutinate red blood cells, and that for many years now they have contri-buted usefully to studies of human blood -groups and red cell membrane structure. He then went on to discuss how many of these lectins are specific for human red cell;antigens, e.g. A, B, H, M, N, and that in more recent years they have been used in studies of red cell cryptantigens, e.g. T, Tk, Tn. Red cell cryptantigens, normally inaccessible to. serological reagents, are exposed either by the action of microbial enzymes: for-example, T, exposed by neuraminidase, or. Tk, exposed by an endo-figalactosidase; .or by incomplete biosynthesis, for example, Tn. Dr Bird himselfwas the first to report two very important lectins now widelyused in clinicopathological laboratories: the Dolichos biflorus lectin', which revolutionized the.method of distinguishing between the Al and A2 subgroups of the human blood group antigen A; and the peanut, Arachis hypogaea, lectina powerful lectin-for red cells with exposed T-receptors2 -which marked the beginning of the fruitful applications of lectins to studies of red cell polyagglutinability.
He described how the use of a 'battery' of selected lectins can quickly and easily identify exposed cryptantigens making red cells polyagglutinable, and how, because of their great sensitivity, lectins can detect cryptantigens before the red cells become polyagglutinable; this technique may be. used in the early detection of certain infections caused by anaerobic; bacteria, particularly those which take a long time to culture and identify. Besides septicaemia, red cell polyagglutinability may be associated with some bowel or lung disorders, e.g. neonatal necrotizing enterocolitis or pneumonia, in which microbial enzymes readily enter the bloodstream in sufficient amounts to neutralize enzyme inhibitors normally present in the serum. In some patients with the haemolytic uraemic syndrome, the T-cryptantigen is exposed on red cells, platelets and renal glomerular epithelial cells3. Lectins may also be used in the preparation of bone marrow for transplantation as they can selectively isolate haemopoietic precursor cells.
Professor J Kohn from the University of Surrey, and previously of Queen Mary's Hospital, London, explained how lectins could be exploited for the characterization and quantitative assay of serum glycoproteins. The -detection and assay methods are essentially the same As those used for protein analysis, immunochemistry, electrophoresis, standard immunodiffusion and turbidometric techniques, ELISA type procedures, etc. Lectins are easily available commercially and are relatively less expensive than antisera, as they are used at high dilutions. Pooled human or animal sera have been used as standards for assay purposes. Purified glycoproteins of established structure and composition are available for special purposes. A close correlation of the levels ofserum glycoprotein measured by lectin affinity assays with those ofthe main acute phase proteins makes the lectin affinityassay particularly attractive for the study of the acute phase.-reaction4. In clinical laboratories lectins have been successfully used for thie separation of alkaline phosphatase isoenaymes, for demonstration of the heterogeneity -of al feto-.protein in the diff.erential diagnosis of hepatic and .germ cell tumoursand spina bifida. Lectins have been .used in affinity assays in -the managementof rheumatoid arthritis and in assessing the response to treatment with anti-inflammatory drugs. 0141-0768/87/ 060392-02/$02.00/0 0 1987 The Royal Society of Medicine
